The rate of reported backache is much lower in the country practice, D, either because the patients suffer from less backache or because they do not report it so readily to the doctor. In the three urban practices the total rates are almost identical but there is considerable variation in the apparent rates for lumbago, prolapsed intervertebral disc and unspecified backache. These differences probably represent purely arbitrary differences in the use of diagnostic labels by the doctors concerned. No wonder backache is widely recognized among our labour force as a happy hunting ground for motivated illness. Even if the GP had radiological and specialist advice immediately available, I doubt if certainty of diagnosis could be greatly increased.
Lack of diagnostic certainty renders the doctor ineffective when the community expects him to assess and prevent absenteeism using medical grounds. There are, however, other disadvantages about the doctor's role here:
(1) Ethically his position is dubious. Only under extreme legal pressure would a doctor divulge information about the presence of stolen property in a patient's home. Similarly divulging his suspicions about a patient's suspicious motives when ill, either to State or employer, is also ethically doubtful.
(2) Mutual loss of respect: Any deception, either subconscious or conscious, between doctor and patient leads to loss of respect for each other.
(3) Wastage of time and money: The patient comes to the doctor for a sick notebut the doctor must nevertheless question, examine, and treat the patient even though this is not what either patient or doctor wish.
What is the answer to this problem ofmotivated morbidity? We have seen that the doctor is in no position to solve the problem from the morbid angle, his job is to deal with clinical illness. The answer must come from those who create the motive, i.e. the management, the patient, social security and society as a whole. Management can do much here. Nosworthy (personal communication) has shown that by detailed knowledge of its own shift system a firm can pin-point 'temptation days' when workers are most liable to be absent. Repeated bad timekeeping on such days can then be discussed openly in terms of facts without emotion between management, worker and shop steward. A detailed local knowledge of shift systems, race meetings, working conditions (bonus schemes and incentives, &c.) is a better weapon to curtail motivated morbidity than increased medical expertise. I would advocate a trial of experimental schemes aimed at greater understanding of motivation and reducing the need for the now often meaningless sick note from the patient's GP. I believe that without great difficulty both management and the community could work out a juster and more effective system than the present one with great benefit to everyone.
Acknowledgments: My thanks are due to Dr R Freedman, Dr I Fuller and Dr J Whewell for providing their practice figures for backache.
Dr Robert Murray (Trades Union Congress, London WCJ): At the Trades Union Congress about nine years ago I discovered that the policy of the General Council was that we should have a comprehensive occupational health service, but when I began to ask what was meant by this it was difficult to get anybody to define it. So I have spent the last nine years trying to work out the details and to develop the administrative methods by which this can be realized.
It was Dr Andrew Raffle who gave the clue. He suggested that occupational health was a two-way relationship between work and health. It is quite easy to show that there are many aspects of work which are liable to damage health; it is rather more difficult to demonstrate what aspects of health damage the capacity to work. Also, it is quite easy to see that we can have a government department which is concerned with the situation at work in so far as it may damage health, but it is not so easy to envisage a government department which is concerned with health and its relationship to work. So what we have at the present time is a very odd situation in which several government departments, notably the Department of Employment and Productivity, but also the Ministry of Agriculture, the Ministry of Power, the Board of Trade, the Treasury -I think about fourteen different government departmentshave a concern with working conditions as they affect health; but the National Health Service, which ought to be concerned with health as it affects work, is not specifically concerned at all. This is the big difficulty.
A new Bill is coming up before the House of Commons in this Session to establish an Employment Medical Advisory Service'. This is a service to replace the old Appointed Factory Doctor system, which has existed under one name or another since 1844.
The trade unions can see quite easily the nature of the interrelationship in one direction, ' The bill failed to complete the committee stage before the
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Section ofPhysical Medicine i.e. the effect of work on health, but the relationship in the other direction is not so easy for them to envisage. In fact, one of the difficulties has been that traditionally the trade unions have been accustomed to deal with the Department of Employment and Productivity, or the Ministry of Labour, concerning the various aspects of industrial relations, and they feel comfortable in negotiating with the Department of Employment and Productivity. But when they go to the Department of Health and Social Security, the Department of Health in particular, they suspect that they might have the wool pulled over their eyes by all these 'clever doctors'. So they are not very prepared to discuss the aspects of sickness in relation to work; they feel that somebody is trying to push them back to work.
Trade unionists are no different from any other people. There are just as many malingerers in the board-room as there are on the shop floor. They are acutely sensitive that people are accusing only the workers of all the scrimshanking and malingering and fiddling and dodging that go on.
Trade unions recognize perfectly well that we lose roughly three million working days a year from strikes and 300 million working days a year from sickness. They recognize, too, that the amoultt of publicity given to strikes is about a hundred times greater than the publicity given to sickness.
They are, I must confess, confused at the present time. Nobody has seriously tackled the problem of duration of morbidity. I would agree with Dr Kearns and Dr Hodgkin that if we are going to have a comprehensive occupational health serviceand I think that the trade unions have come to accept thisthis service should be concerned not only with the effect of work on health, which is the present attitude, but with the effect of health on work.
The National Health Service must become involved in occupational health. I believe that GPs and hospital doctors must appreciate the importance of work to the individual as well as to society. They must be persuaded that medicine has a social as well as a clinical role.
The 24,000 doctors in hospitals and the 24,000 GPs are giving more advice in occupational health than are all the experts in occupational health, because every doctor who sees a patient who is a worker makes some kind of decision in relation to that man's work. To that extent he is practising occupational medicine. The difficulty is that the average doctor is not practising occupational medicine with a real knowledge of the patient's job.
To understand the attitudes of people to their jobs is essential for every doctor, and not just doctors in the field of occupational medicine.
For those interested in the question of work I can thoroughly recommend two books edited by Ronald Fraser, entitled 'Work' (1968 , 1969 . It is quite frightening to discover that, whereas in some cases a man sees his job as a projection of his own personality and finds complete satisfaction in doing it, there are far too many people for whom their work is a tedium and a purgatory and when the whistle blows at the end of the day they are only too glad to see the back of it. If doctors can understand why people have attitudes of this kind they will probably understand more about why morbidity lasts so long.
Dr G E Ffrench (Central Middlesex Hospital, London NW10): My first point is that doctors may need to be retrained at mid-career on the very matters that the speakers have been talking about. This is a big job and one which is not entirely acceptable to everybody, but I think that many full-time, and many part-time, doctors in occupational health have accepted this need. Also, many managers have to be retrained in mid-career to accept many of the points made today. This is something we all talk about rather glibly, and we usually refer to people at shop-floor level, and possibly people in the preretirement phase. But it is we ourselves who have to be retrained.
Secondly, we must think again, after listening to our speakers, about the lack of interest and motivation in people's work. As regards sickness absenteeism the workers have taken the bit in their teeth. They are showing us where, possibly, we should go; we still stick to the traditional practice of an eight-hour working day and yet they say: 'we don't want this, we want to do other things with our time'. Perhaps we should think in terms of fewer working hours during the day so that people who have been trained in childhood to learn to do other things with their time may carry out both productive and satisfying work. After all, we see, for example, that Rootes (Singer's) have just laid off 3,000 people because of the fluctuation of the market. People say: 'Well, why don't I lay myself off instead?' This is what they are doing.
A great deal of work has been done by doctors on these problems and I feel they have probably gone as far as they can -I think Dr Hodgkin has indicated this. There is a tendency to pass this buck to doctors. Certification for sickness, a very personal thing, is something which is anathema to me in this day and age. This is a social dis-ease; it is not a medical disease.
